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A 20-year-old woman presents with nasal congestion and a
runny nose that occur in the late spring and early fall and
are occasionally associated with wheezing and asthmatic
symptoms. She also has itchy, watery eyes and an itchy
palate. Her symptoms begin in April through June, disap-
pear in July and return in late August and September. Dur-
ing these times, her symptoms occur daily with episodes of
repeated sneezing and constant nasal congestion. The symp-
toms interfere with her gardening, job and sleep. She has
had to miss 10 days of work this year. Toward the end of
September, she notes that her wheezing and asthmatic
symptoms are more severe. She has had these symptoms
since childhood, but over the last three seasons, the intensity
of the symptoms has become more severe. She has taken
over-the-counter antihistamines, but they are not effective.

Does this patient have intermittent allergic rhinitis?
Our patient is presenting with characteristic symptoms of sea-
sonal rhinitis, or hay fever, which is now termed intermittent
allergic rhinitis1–3 — an IgE-dependent allergy caused by air-
borne allergens, including pollens. It is part of a more com-
plex systemic disease that may involve asthma, sinusitis or
oral allergy syndrome. It affects more than 20% of the popu-
lation in Western societies.4 The diagnosis of intermittent
allergic rhinitis is usually straightforward, but it requires a
systematic approach based on history, physical examination
and, when indicated, other special testing.1

Symptoms associated with intermittent allergic rhinitis can
vary among patients. Generally, the symptoms encompass
nasal (e.g., itching, sneezing, rhinorrhea), sinus-related (e.g.,
congestion, postnasal drainage, headache), conjunctival (pru-
ritis, red or teary eyes) and asthmatic (cough, wheeze, short-
ness of breath) complaints that may present intermittently or
persistently throughout the year.

Although allergic rhinitis is frequently trivialized and under-
diagnosed, the constellation of symptoms associated with it
may have a substantial negative impact on a person’s overall
quality of life and performance at home, school or work.1,4

Are any tests required?
Our patient’s symptoms occur in the seasons for tree pollen
(spring) and ragweed pollen (fall), and the clinical manifesta-
tions are characteristic of allergic rhinitis, conjunctivitis,
pharyngitis, sinusitis and asthma. She should undergo skin
prick testing for the allergens specific to the regional area.

A skin prick test can be used to detect allergen-specific
IgE and confirm the diagnosis of allergic rhinitis. The test
should assess allergens likely to be of clinical significance —
for example, animal dander, pollen, grass, dust mites and
mould. Generally, negative results of skin prick tests with
proper negative and positive controls exclude IgE-mediated
disease. Immuno assays for serum-specific IgE, though costly,
can be used as an alternative. A total IgE level is nonspecific
and is not needed in the diagnosis of allergic rhinitis.4,5

A patient whose symptoms occur annually is likely to be
reacting to seasonal pollen or other environmental triggers. In
Canada, the season for tree pollen can vary from April to
mid-June, and that for ragweed pollen (absent on the west
coast) is usually from the second or third week in August
until the frost. Other allergens for which patients with sea-
sonal symptoms are tested include grass pollens (occurring
from June to July) and common moulds (year-round). Occa-
sionally, patients with allergies to dust mites will present sea-
sonally because of the increased humidity in their homes.
Physicians should be cognizant of any changes in a person’s
home or work environment (e.g., a new pet). A history of
asthmatic complaints should be confirmed by pulmonary
function testing.1,4,5

The use of flexible and rigid endoscopy as well as com-
puted tomography for the nose and paranasal sinuses may be
considered in patients with atypical clinical presentation of
symptoms (e.g., unilateral rhinorrhea) or for those who do not
respond well to conventional medical treatments.

How severe are the allergies?
The ARIA guideline (Allergic Rhinitis and its Impact on
Asthma,1 available at www.whiar.org) is an evidence-based
standard for classifying and treating patients with respiratory
allergies (Table 1).2,3,5 It can be used to categorize patients
based on the severity and persistence of the rhinitis. The
rhinitis is classified as mild, moderate or severe depending on
the severity of the symptoms and quality of life.

Our patient presents with severe intermittent symptoms in
spring and early fall, as well as constant nasal symptoms,
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including congestion and rhinosinusitis. Her quality of life,
including her work and sleep, is limited for a few months of
the year. Given these symptoms, this patient would be catego-
rized as class III.

What treatment should be offered?
Treatment of allergic rhinitis is categorized into strategies to
avoid allergens, pharmacotherapy and immunotherapy (Table
2). Since our patient has class III allergies, she would be
given strategies to avoid allergens and pharmacotherapy.

Orally administered nonsedating H1 antagonists and nasal
steroid sprays are the mainstay of treatment for intermittent
allergic rhinitis. These classes of medication are effective and
safe;4,5 treatment failure may result from poor compliance of
the patient or the use of improper technique.

Oral treatment with H1 antagonists is effective for conjunc-
tival and nasal symptoms but not for nasal congestion. Treat-
ment with nasal steroids is superior for nasal allergy symp-
toms, including nasal congestion.5,6 It is common for patients
with rhinitis to have coexisting sinusitis and asthmatic symp-
toms. Adequate treatment of allergic rhinitis is fundamental
for the overall treatment of these associated conditions.1,4 In
patients with intermittent allergies, pharmacologic treatment
should be started before seasonal exposure and be maintained
to the end of the season.

Allergen immunotherapy is the only long-term modula-
tory treatment for allergic rhinitis. It should be considered
for patients with moderate-to-severe symptoms (class II or
III) or for those who have not responded to pharmacother-
apy or optimal measures to avoid allergens. Immunother-
apy is available for patients with allergies to tree, grass and
ragweed pollen. Standardized aqueous immunotherapy
vaccines can be used year-round to manage persistent
allergic rhinitis. Immunotherapy may induce long-term

remission and prevent new sensitizations and the progres-
sion to asthma.6–9

Endoscopic surgery (e.g., to open sinus ostia and air cells)
may be used in patients with chronic sinusitis who do not
respond to conventional pharmacologic treatment.10 There is
also a role for recently developed immunomodulating bio-
logic medications (e.g., omalizumab) in patients with moder-
ate to severe asthma.11

Will the symptoms worsen over time?
Our patient’s symptoms may become more prolonged or
severe.1,4 Her condition could progress to include reactions to
other allergens (e.g., cat and dog dander) or birch/ragweed–
food syndrome (i.e., oral allergy syndrome), which has been
reported in 50% to 70% of adults with allergic rhinitis.12 Other
associated conditions include more prolonged sinusitis and
asthma. Many patients underestimate the potential seriousness

Table 1: Classification of rhinitis* 

Class Severity and duration† Symptoms 

  I Mild, intermittent Nasal rhinorrhea 
Sneezing  
Itchy, watery eyes 

 II Moderate, intermittent 
Moderate–severe, 

intermittent  
Severe, intermittent  
Mild, persistent 

More severe than those 
for class I 

III Moderate, persistent Constant nasal stuffiness  
Severe, limiting quality of 

life 

IV Moderate–severe, 
persistent 

Severe, persistent 

Severe ongoing nasal 
stuffiness  

Congestion 
Sinus drainage 

*Source: Small and colleagues.2 

†Based on ARIA (Allergic Rhinitis and its Impact on Asthma) guidelines:1 mild 
= no change in quality of life; intermittent = < 4 d/wk or < 4 wk; moderate–
severe symptoms = impairment of daily activities (one or more of sleep, 
work, school, troublesome symptoms); persistent = > 4 d/wk or > 4 wk. 

Table 2: Treatment options for allergic rhinitis* 

Class† Treatment 

I (mild, intermittent) • Cromolyn sodium 
• Oral or topical antihistamine 
• Intranasal decongestant 

(< 10 d) or oral decongestant 
• Strategy to avoid allergens 

II (moderate–severe, 
intermittent; mild, 
persistent) 

• Specific immunotherapy 
• Intranasal corticosteroid 
• LTRAs‡ 
• Cromolyn sodium 
• Oral or topical antihistamine 
• Intranasal decongestant 

(< 10 d) or oral decongestant 
• Strategy to avoid allergens 

III (moderate, persistent) • Surgery (only for 
rhinosinusitis) 

• Specific immunotherapy 
• Intranasal corticosteroid 
• Cromolyn sodium 
• Oral or topical antihistamine 
• Intranasal decongestant 

(< 10 d) or oral decongestant 
• Strategy to avoid allergens 

IV (moderate–severe, 
persistent) 

• Oral steroids§ 

• Surgery (only for 
rhinosinusitis) 

• Specific immunotherapy 

• Intranasal corticosteroid 

• Oral or topical antihistamine 

• Intranasal decongestant 
(< 10 d) or oral decongestant 

• Strategy to avoid allergens 

Note: LTRA = leukotriene receptor antagonists. 
*Source: Small and colleagues.2 

†For each subsequent class, step up treatment if there is no response or 
incomplete response. 
‡LTRAs may be used in class III and IV, but there is less supporting evidence. 
§Oral steroids should only be used in the short term; they may be considered 
for class II, but there is less supporting evidence. 
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of their chronic symptoms; allergic rhinitis is a highly preva-
lent condition that exacts a high cost in terms of illness, loss
of productivity and use of health care resources.6 Although
there is no real means of prevention, patients should be edu-
cated about how to avoid allergens and receive appropriate
pharmacotherapy and, when required, immunotherapy to
effectively prevent the development of associated illnesses
and new sensitizations and the progression to asthma.
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Decisions is a new series that focuses on practical evidence-
based approaches to common presentations in primary care.
The articles address key decisions that a clinician may
encounter during initial assessment. The information pre-
sented can usually be covered in a typical primary care
appointment. Articles should be no longer than 650 words,
should include one box, figure or table and should begin with
a very brief description (75 words or less) of the clinical situ-
ation. The decisions addressed should be presented in the
form of questions. A box providing helpful resources for the
patient or physician is encouraged.
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